Background: Despite strong academic recognition of the SDOH both in Canada and internationally, acknowledgement and uptake of the SDOH in health policy and public consciousness have remained weak. This paper aims to discern reasons for limited action on the SDOH by examining the perceptions of the SDOH held by two groups more and less affiliated with public health in Canada. We conducted formal consultation with group members on their interpretation of the SDOH and their thoughts on the nature and basis of differences between those more and less aligned with the SDOH as a basis for action. Thematic analysis was used to evaluate the views of the two groups. Findings: Group 1 (community/public health workers) felt overwhelmed when confronted with questions regarding action on the SDOH within the context of their professional lives. They suggested an expanded list of health determinants that included factors such as voluntarism and happiness, transcending traditional notions of "root causes." Furthermore, they did not articulate value-based reasons why others would oppose the SDOH; rather, in line with their professional roles, they adopted a value-neutral and pragmatic approach to working to improve health. Group 2 (child and youth advocacy organization members) seemed rooted in the 1986 Ottawa Charter for Health Promotion framework, with their recommendations aligned with strategies such as building healthy public policy and reorienting health services. Neither group made reference to issues of social justice or inequity when they made suggestions for improving health. Conclusions: We found that two groups with different affiliations to formal public health could discuss the SDOH without acknowledging the inequitable distribution of power and resources that lies at its root. We also found that those working in public health had difficulty moving beyond individual actions that they or their clients could take to improve health. For a group more focused on advocacy than direct service provision, the Ottawa Charter framework seemed more easily suited to their recommendations for action than suggesting actions that would address the SDOH. Our findings indicate that there remains work to be done in terms of translating the SDOH concept into action in Canada.
Background
The social determinants of health (SDOH) are rooted in the recognition that the determinants of illness and disease transcend the individual. The focus of the SDOH is on the contexts in which individuals and communities "are born, grow, live, work and age" [1, p.1] . The academic literature is replete with strong and consistent evidence for the relationship between multiple socioeconomic factors and differential health outcomes [1] [2] [3] [4] [5] [6] .
Research into and acknowledgement of the SDOH culminated in 2008, when the World Health Organization (WHO) released its final report from the Commission on the Social Determinants of Health (CSDH) [1] . The CSDH has been instrumental in establishing health equity, as a global concern requiring "urgent and sustained action" from local to international levels of governance [1, p.1] . The 2008 CSDH report synthesizes international evidence on the SDOH, highlights contemporary inequalities in health, and provides recommendations to reduce these inequalities. The report implicates social inequity as the principal driver of differential health outcomes, thereby departing from the list of health determinants often cited in other jurisdictional reports [7] [8] [9] . Furthermore, recommendations are made to address avoidable health inequalities by targeting "the inequitable distribution of power, money, and resources -the structural drivers of those conditions of daily life -globally, nationally, and locally" [1, p.2] .
Canada has been an active participant and supporter of the CSDH; most notably, Canada provided funding assistance to three of the CSDH's nine knowledge networks, conducted a global review of intersectoral action for equity in health [10] , and was represented on the CSDH by a Commissioner, the Honourable Monique Bégin. Canadian public policy attention to the CSDH has also been apparent. 2005 saw the establishment of the federally-funded National Collaborating Centre for Determinants of Health whose mandate is to build public health capacity to address the SDOH. In 2008, the Standing Senate Committee on Social Affairs, Science and Technology, Senate Subcommittee on Population Health was given and fulfilled a mandate to "examine and report on the impact of the multiple factors and conditions that contribute to the health of Canada's population -referred to collectively as the determinants of health" [11, p.vii] . The Chief public health Officer's (CPHO) 2008 Report on the State of public health in Canada [12] and the Conference Board of Canada's 2008 report on the Case for Business Action on the Socio-Economic Determinants of Health [13] further represent the policy attention given to the SDOH in Canada.
Limited action on the SDOH and possible reasons
Despite this apparent policy interest, tangible action on the SDOH within health policy in Canada has been limited [14] [15] [16] [17] [18] . Most notably, the SDOH were absent from the Canadian federal election campaign which occurred concurrently with the CSDH Report's 2008 release, and from all party health care platforms. Several spheres of influence that may account for the limited uptake of the SDOH in Canada have been identified. Among these are weak public support, lack of understanding and prioritization by health and community-level decision makers, inadequate media attention, sociopolitical challenges with using the SDOH as a basis for action, and limited scope of public health practice. These are highlighted below.
Public opinion remains rigid on attributing health disparities to individual health choices and not social determinants [16, 19, 20] . Reutter and colleagues have noted that "public opinion plays an important role in legislated social policy" [21] , p.13], and thus, the public's perception of the relationship between health and social determinants can directly influence the degree and direction of support they voice for social health policies and programs [21] . Indeed, Canadian public opinion has been split for some time in term of readiness to take action on the SDOH. In 1996, Reutter et al. conducted a survey of over 1200 Albertans and found that 41% of the lay public perceived structural factors (specifically, living circumstances) as the best explanation for the relationship between health and poverty, while 20% perceived behavioural factors as the best explanation [21] . A 2008 analysis of public responses to media coverage about food insecurity as an exemplar of health inequality showed both agreement with the determinants of health message and strong disagreement, in the form of negative, personal responsibility perspectives [22] .
In 2000, Lavis and colleagues surveyed 153 Canadian civil servants occupying decision-making posts in social services, labor and finance departments, both provincially and federally, and found a lack of understanding about the SDOH and prioritization among these health and community-level decision makers. 50% of respondents were familiar with the SDOH, and 65% felt that knowledge about these ideas had had some policy influence in their sectors; 83% however, expressed the need for information on effective intervention strategies. Respondents from the finance sector were consistent outliers with respect to both familiarity and attitude with/towards the SDOH framework and did not see the ideas about the determinants of health as relevant for major government initiatives [23] . Two research groups conducted analyses on the perception on the SDOH by key stakeholders in provincial health (Prince Edward Island and Saskatchewan) in Canada in the late 1990s [19, 24] . Health system employees as well as key decision makers were asked to assign priority rankings to the determinants of health they felt were most influential on the health of their community. "Personal health practices" were ranked as most influential on health by the respondents in the PEI study [19] . Kahan and Goodstadt similarly found that, although the majority of respondents agreed that the health of a population is strongly affected by social justice, only few thought that high priority should be given to shifting resources towards addressing equity issues [24] . In general, their survey results revealed significant inconsistencies in how respondents understood the determinants of health. Collins analyzed the perceptions of the SDOH held by "local actors" (individuals working for a community-based organization in Hamilton, Ontario, or the municipal government in Vancouver, British Columbia) [25] . Consistent with previous results, a high rating (for both, influence on health and priority for resources) was given to lifestylerelated determinants ("healthy lifestyle"), and much lower ratings to "income" or "social support" [25] .
Media promotion of the SDOH framework has also been limited. For the time period 1993 through 2001, Hayes and colleagues found that only about 6% of health-related stories of Canadian newspaper media focused on the SDOH [26] . In 2002/2003, Gasher et al. interviewed Canadian health reporters on how they chose their health stories and found that, despite access to scholarly papers on the SDOH, they underreported the SDOH in favor of the importance of the health care system and personal health habits in health outcomes [27] . Recently though, André Picard, a public health reporter for a prominent Canadian newspaper, has challenged deeply rooted lay beliefs about health and illness in Canada [28] , and has also given vital media attention to the findings of the CSDH and the SDOH [29] .
Several authors have commented that a shift in Canada's political and economic system towards a conservative neoliberal ideology and increased market orientation reduces opportunities to act on both inequities and determinants such as income [16, 17, 30, 31] .
Importantly, another potential reason for inaction could be that those whose jobs might be to act on the social determinants of health -public health practitioners for example, have been ill-equipped to do so. Raphael noted that public health practice in Ontario public health units focused on downstream determinants [20] . The National Collaborating Centre for Determinants of Health reported a similar finding for Canadian public health in general: in an environmental scan spanning the previous five years, they reported that public health action on broader health determinants was not widespread and suggested that it may even be viewed as "new" [9] . The report hypothesized that one reason for lack of public health uptake may have been that foundational concepts were never universally institutionalized, i.e., made a part of public health best practices [9] . Several authors have postulated other reasons why public health practice has been slow to adopt a SDOH approach citing inadequate knowledge transfer/translation between public health researchers and public health decision makers [30, [32] [33] [34] [35] and a dominant ideology of health promotion remaining behaviourally based [30] . Notwithstanding the numerous commentaries and critiques, empirical evidence derived from health professionals working in public health, or with public health, has been limited to date in Canada. In the light of this gap, it seems worthwhile to try to understand how individuals affiliated with public health to a greater or lesser degree understand the SDOH and their policy and program implications. Thus, this study aims to discern reasons for limited action on SDOH by examining the perceptions on the SDOH held by two groups more and less affiliated with Canadian public health.
Consultation processes
Two groups with differing affiliations with Canadian public health were approached to discuss the SDOH (Table 1) . Overall, the goals of the consultations were to understand how each group recognizes and reacts to the SDOH and to identify how each group interprets the barriers realized in communicating and taking action to address the SDOH. Group discussion and plenary feedback data from both groups were collected and analyzed using qualitative description, a design which is characterized as "an eclectic but reasonable combination of sampling, and data collection, analysis, and re-presentation" [36, p.334] . Ethical approval was received from the University of Calgary Conjoint Health Research Ethics Board.
Group 1
(Community health workers, including formal public health workers and those working in community health-related organizations).
For our first consultation, we used purposive sampling to select a group that was expected to have a strong alignment with public health and hence reasonable knowledge of the SDOH and its program and policy implications [37] . We approached a provincial public health association that was hosting a three-day "Summer School" in August 2009, with an objective to examine the gap between knowledge and action respecting the many environments which contribute to health (including the social determinants of health): organizers agreed to our participation in the program. The stated goal of the Summer School was to increase the capacity of public health professionals to protect and promote health and prevent disease. Based on their interest in the SDOH and their positions in public health or communitybased health services, as well as a curriculum focused on SDOH concepts, we expected that attendees would be more strongly affiliated with the SDOH relative to our other group. The program was targeted to those working to improve health and reduce health inequities in the public health sector, in the municipal sector, in the non-profit sector, and in other sectors that share this objective. The Summer School specifically sought to improve the skills and ability of public health sector staff and others working to improve health and reduce health inequalities.
Our session was scheduled for the final day of the Summer School, after attendees had received the full workshop curriculum, which included the equivalent of full sessions on "Introduction to Determinants of Health" and "Evidence Informed Decision Making in Public Health." As Summer School attendees, Group 1 participants were broadly representative of individuals who work to improve health and reduce health inequalities in the public health, municipal, and non-profit sector. Following group assent (no attendee declined), all 50 or so attendees (the exact number of Summer School participants fluctuated day to day) self-selected into small groups in order to apply the SDOH either to a specific topic (tobacco, homelessness, food insecurity, aboriginal health, mental health, interpersonal violence) or more generally (two open groups). Group facilitators, who were faculty members or graduate students at the local university, recorded discussion notes from their small groups. The group discussion questions and further details of the methods used to conduct interviews and plenary discussions for this group can be found in Table 1 . The recorded discussion notes comprised the data for analysis. Thematic analysis of discussion and plenary feedback data was conducted by classifying participant responses into identifiable themes to provide insight regarding reactions to and views on the SDOH [38] .
At the time of facilitator debrief, we recognized an important limitation of the methods used with this group as well as a finding in itself. Our assumption that differing worldviews on the SDOH might be paradigmatic was challenged by our finding that asking participants to specifically consider whether or not differing views of the SDOH could be paradigmatic made an assumption that this group would perceive the SDOH with more uniformity of worldview than they did. Given that this assumption was incorrect, we modified our questions in our consultation with the second group.
Group 2 (Child and youth advocacy organization members)
We again used purposive sampling to identify a group whose work was related to Canadian public health, but who did not work within a formal public health-or community health-related structure. We also sought a group that moved beyond the provincial level. These desired characteristics were met by the Board of Directors and Advisory Council of a national non-governmental organization dedicated to the health of children and youth. All members were approached, and 12 out of the 24 members travelled from various parts of Canada to participate in a half-day consultation. It should be noted that the first author is a member of the Advisory Council, but did not participate in the group discussion. Group participants were characterized as citizens with a 
Participant Details
Front-line public health and other health practitioners, staff and volunteers from community and non-governmental organizations (NGOs), multisectoral health managers, students and academic researchers, the latter two groups representing three universities. A majority of the registrants were female and were working within the government health sector at various levels. 3. For the components of the framework that you see as having merit, how might we move things forward?
Format of Discussion
Participants were free to divide themselves among 8 groups, each group with its own specific topic focus to provide context for the discussion: tobacco, mental health, Aboriginal health, interpersonal violence, homelessness, food insecurity, and two open discussion groups.
Fishbowl technique for group discussion: 6 members involved in discussion sitting in an inner circle, while the remaining 6 members observed sitting in an outer circle. Switched after 45 min of discussion.
Plenary feedback followed. Plenary feedback followed. 
Recording Procedure
Hand-written facilitator notes were taken throughout the discussion, and key points were summarized and shared in the plenary session. The emphasis of these reports were on 'ah ha' thoughts, i.e., moments of enlightenment, and 'stuck', unresolved issues.
All of the discussions were recorded with two digital recorders; handwritten notes by the project coordinator; facilitator flip chart notes.
Consent
Research ethics board approval. Multiple pre-notifications about the session were circulated to registrants and assent was obtained from all participants at the beginning of the workshop.
Research ethics board approval. Verbal consent was obtained from all participants at the beginning of the session.
demonstrated commitment to health, civic engagement, and social justice regarding children and youth issues. Because the organization does not incorporate the SDOH in its daily work, we expected this group to have a weaker affiliation with the SDOH than Group 1. The questions posed to Group 2 participants, which structured discussion, are listed in Table 1 , along with other pertinent details related to this consultation. When preparing for the consultation, it was suggested by staff and the Chair of the organization that members might wish to have access to materials that would aid in their discussion of the SDOH. This seemed to be a fair request given the first group had had an opportunity to reflect on information related to the SDOH in their Summer School curriculum. We prepared a list of optional pre-reading material, including the executive summary of the 2008 CSDH Report [1] and three other reports deemed important Canadian responses to the CSDH [11] [12] [13] , as well as the Public Health Agency of Canada's list of 12 key health determinants [10] . While we did not ask if participants had read any of the materials, as the discussion unfolded it appeared that most had at least linked to some of the documents for a cursory view. The methods for conducting discussions addressed limitations identified from the consultation with Group 1, most notably by the use of the fish bowl technique for facilitated discussion [39] , digital audio-recording of discussions, and extensive note-taking. We also modified the wording of questions to be more neutral (i.e., no mention of paradigms) when asking about the SDOH.
Thematic analysis, based on the discourse captured from the detailed notes, was used to interpret, organize, and mediate understanding of the data. Here, a discourse is taken to mean a "belief, practice, or knowledge that constructs reality and provides a shared way of understanding the world" [40, p.24] . All discussion and plenary feedback comments by the participants fit into one of four emergent discourses that constituted the final themes for the group. Due to the fact that the non-governmental organization was focused on child and youth health, the issues and topics discussed related to the SDOH in the context of children, youth, and families.
Findings

Group 1
Following thematic analysis of the non-verbatim notes taken of the discussion, five overall themes were identified:
1) Reconciling individual-versus population-level health.
There appeared to be difficulty in applying the SDOH at the level of the population. Much of the discussions centered on individual cases and solutions regarding the SDOH. 2) More determines health than is captured by a list of determinants or a notion of "root causes."
The group was particularly struck by earlier discussions in the Summer School that focused on love and happiness, as well as their own discussions on spirituality, aboriginal concepts of health, and voluntarism, which were argued to determine health just as much as Health Canada's list of 12 determinants, i.e., income and social status; employment; education; social environments; physical environments; healthy child development; personal health practices and coping skills; health services; social support networks; biology and genetic endowment; gender; and culture [10] . 3) Action on the SDOH is overwhelming.
If one accepts the CSDH's recommendation to "tackle the inequitable distribution of power, money, and resources" [1, p.2], participants felt overwhelmed with respect to what they could do in their professional roles to act on the SDOH. 4) Differences in views regarding the SDOH are not necessarily paradigmatic.
Although participants agreed that there are distinct ways of understanding and characterizing the SDOH, the consensus was that shades of grey rather than polarized paradigmatic views characterized these differences. They were reluctant to "demonize" those who might oppose the SDOH framework, as they felt that this type of approach made understanding and action on disparities more divisive than it needed to be. 5) Short-term versus long-term time horizon.
The basic conceptualization of the SDOH was presented as a structurally-rooted set of conditions that led to health disparities. The time horizon for action and investment would therefore seem to be long-term, offering little to those who are faced daily with populations living with disparity, and who want to see results that would come from short-term solutions.
In general, the Summer School participants agreed that the SDOH are more than a(n) (incomplete) list of root causes and would be best conveyed to the general public through the use of simple language and stories/anecdotes that provide a "face" to disparity. They identified many reasons why SDOH frameworks might be rejected, including the possibility that acting on the SDOH could lead to a disruption of the social order. Participants were most comfortable with community-level, i.e., local action, although they also called for multi-sectoral action, i.e., reducing the silos, and for leadership at all levels of government. Overall, discussion took a pragmatic approach to the SDOH and improving health, rather than an examination of fundamental difference in worldviews that might influence perceptions or action on the SDOH.
Group 2
Four themes captured the rich discussions from the fishbowl and follow-up plenary sessions; of note, participants usually spoke to more than one of these themes: 1) Enlightened educational strategies are needed to convey the message regarding the SDOH. Participants highlighted the need for clear communication to support the SDOH while also acknowledging the advocacy challenge to acting on the SDOH. To this end, participants believed there was a need to inform public opinion in order to pressure government into action. This might be achieved through appropriate language and technologies to support a variety of information sharing, research dissemination, and instructional approaches to mobilize individual action and achieve a broader and deeper understanding of health and what determines health.
2) The health care system can be used to augment the germaneness of the SDOH in the care of children and youth.
Participants recognized the SDOH framework as a more in-depth understanding of health and representative of a deeper view into issues that lie behind lifestyle choices. There was also discussion on bringing the SDOH to the attention of all health professionals so they could provide leadership and act as advocates for changes to government policy. Participants called for primary health care integration, delivered by enlightened physicians who used evidence to show leadership in the improvement of child and youth services that attend to non-medical factors. 3) Political engagement on the SDOH requires the participation of civil society to influence public opinion and ultimately political leaders. Participants expressed the need to measure and then mobilize community support that is consistent with the SDOH framework. They discussed governance, the role of civil society, processes to mobilize public opinion, and the implication of societal rules. They called for youth engagement, community activism, and an opportunistic dialogue with leaders. 4) The fundamental premises of the SDOH may be flawed.
Participants provided a critique of the sociopolitical system, including values and ideologies, associated with the SDOH. They asserted that the distinction given to the social determinants of health is irrelevant because all determinants, including human biology and the health care system, they argued, are socially constructed.
Implications
Our objective was to discern reasons for the limited action on the SDOH by means of an analysis of the perspectives of two groups with differing affiliations to Canadian public health. By considering the findings from these groups we can understand possible reasons for the inadequate uptake of the SDOH, particularly among those charged with taking such action directly and those who work with them. Group 1's discussion of their difficulty in taking action on the SDOH in their professional lives is in line with the National Collaborating Centre for Determinants of Health's analysis of public health capacity: the foundational concepts of the determinants of health have yet to be institutionalized, leaving implementation at an early adopter stage [9] . Their report suggests that challenges to more widespread action include the lack of clarity regarding what public health should or could do within a limited evidence base and preoccupation with behavior and lifestyle approaches -barriers we captured from members of the group as well. A preoccupation with behavior and lifestyle approaches among Canadian health workers, albeit not explicitly public health workers, has been reported before in another provincial jurisdictions [19, 24, 25] ; thus, the findings may not be particular to Alberta, where there is entrenched conservatism (as illustrated by more than forty years of the same governing conservative political party). If anything, the Summer School's focus on more abstract ideas about dealing with inequities and nuances around community action strategies such as voluntarism, coupled with the importance of spirituality and relationships between and among individuals, may have confused attendees regarding action on the social determinants of health to improve population health and reduce health inequities. In addition, a strong presence of aboriginal worldviews may have left the group with too many conceptual threads, leading them to retreat to their traditional public health practice methods and ideas, that are more clinical and individual than public policy directed. While not a failure of the SDOH per se, the SDOH did not serve as a conceptual framework for these community health workers to raise questions about what they could do to improve population health and reduce health inequities in their public health practice.
The themes arising from Group 2 conveyed many features of the 1986 Ottawa Charter for Health Promotion [41] and several key health promotion attributes, in particular public education, engaging health services, and calling for government involvement [18, 41] . This might partly be explained by the fact that the establishment of their organization and its policy stances preceded the clear development of the SDOH framework. Of note, the Ottawa Charter was not among the readings provided to participants. Also of note, any pre-reading that the attendees might have done did not surface in a textured understanding of the SDOH.
While discussions of this group were more public policyoriented than Group 1, there lay in their recommendations a fundamental belief that education of the public, politicians, media, and policy makers was needed in order for the SDOH to be better understood and appreciated. Indeed, it is not uncommon for authors who examine perceptions of various Canadian groups on the SDOH to include calls for education of these groups [14, 17, 24, 42] . The landmark document by the CSDH also recommends that educational institutions "increase understanding of the social determinants of health among non-medical professionals and the general public" [1, p.189] . We suggest however that it is somewhat disingenuous to decry public health workers and others for defaulting to individual educational strategies in the name of advancing action on the SDOH when these very strategies are touted as viable mechanisms for changing the behaviours of policy makers.
Although the findings from the two groups arose from different methodologies and therefore cannot be directly compared, one observation is that both groups failed to reference inequity, i.e., inequitable distribution of power and resources [1] , as a structural driver of differential health outcomes. A basis in health promotion should not have precluded this: the Ottawa Charter and contemporary Canadian health promotion discourses, including Epp's Achieving health for all: A framework for health promotion [43] and Hamilton and Bhatti's population health promotion framework [44] , clearly identify inequity as a key structural determinant of health. Targeting inequity is asserted to be fundamental to population health promotion [44] , as inequity is interwoven with larger social structures and thus affects health at the population level [18] . Group 2 diverged from the health promotion framework in that discussion focused on strategies aligning with other aspects of health promotion such as health professional education, youth engagement via social media, and primary health care integration. Group 1 also ignored inequity as the root cause of differential health outcomes. In fact, this group suggested that determinants of health transcend root causes of health inequalities, and that the SDOH is better described by multi-factorial causes and multi-pronged solutions that include factors such as happiness, love, spirituality, and voluntarism.
The CSDH's "holistic view of social determinants of health" [1, p.1, emphasis added] focuses on "deep inequities in the distribution of power and economic arrangements, globally, which are of key relevance to health equity" [1, p.1] . The conceptualization of health disparities as arising from amongst a list of determinants permits a laundry list of strategies to be proposed (e.g., educate parents, get more people volunteering in their communities, break down the silos in health) that are disarticulated from structural inequity. It has been hypothesized that in Canada too much emphasis has been put on the SDOH, without considering that it is their unequal distribution that causes health inequities [14, 16, 45] . This might be a direct consequence of a "positivist" health science, reluctant to make normative judgments [14, 46] . Alternatively, the policy implications derived from such judgments might conflict with existing ideologies/paradigms in current Western societies, where the concept of individualism seems predominant [14] . These more structuralist analyses reinforce the weakness of an educative, narrow focus on specific SDOH; however, structural critiques by their nature often do not lead to precise actions to remedy the problems they dissect.
If action on the SDOH is fundamentally about public policy directed at reducing structural inequalities, then who is to blame for not facilitating action-public health workers who feel most comfortable in individual, behaviorally-oriented preventive activities; civil society organizations who should be advocating for enlightened policies to the policy elite and/or motivating the public to call for such action; health and health-related decision makers who perpetuate downstream responses; researchers who fail to translate the overwhelming body of research to all of the above; or should we blame a hegemonic sociopolitical system that is shifting ever more to the right? Proponents of the SDOH can easily state what needs to be done: In order to develop policy that will equitably create health, a common understanding and agreement must exist regarding the pathways through which inequity works to create differential health in society [47] . The CSDH asserted that the underlying causes of health inequalities -the social structures and mechanisms that shape and perpetuate differential access to power and resources -must be addressed in order to tackle unjust health outcomes appropriately [1, 5] . In order to effectively draw attention to this idea and begin to take decisive action on differential health outcomes at least in Canada, we lack "know how" to operationalize action on the SDOH for the improvement of population health and the reduction of health inequities.
Conclusions
This study has called attention to some novel dilemmas about the perception of the SDOH and possible reasons for inaction on the root causes of health inequalities. We found that two groups with different affiliations to formal public health could both discuss the SDOH without acknowledging structural inequity in power and resources when discussing actions that might be used to improve health. We also found, as others have, that those working in public health had difficulty moving beyond individual actions that they or their clients could take to improve health. For a group more focused on advocacy than direct service provision for the improvement of population health, the Ottawa Charter framework seemed more easily suited to their recommendations than calling upon action on the SDOHs. Achievement of one of the key Charter strategies, namely healthy public policies, was still relegated to an educational strategy targeting the public, policy makers and politicians.
While there remain varying perceptions of the SDOH in Canada, as illustrated by this and earlier studies, the way forward may well be in providing tangible population health intervention strategies that have been shown to improve population health and reduce health inequities rather than greater effort in further understanding of what has proved to be a difficult concept. These interventions could then be championed by public health and advocates affiliated with public health. Given that public policy support is aligned with public and political support, future research may as well need to examine how best to position action on the SDOH using methods beyond education of key stakeholders.
